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Mycotic aneurysm of the abdominal aorta with
retroperitoneal abscess: Successful endovascular
repair
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Christoph Dueber, MD,b Mannheim, Germany
Mycotic aortic aneurysms are rare. Improved diagnostic procedures, appropriate antibiotic treatment, and safe surgical
techniques have reduced the high mortality associated with bacterial aortitis. However, definite evidence-based conclu-
sions with regard to the surgical strategy cannot be drawn from the data available in the published literature. We report
successful endovascular repair of a mycotic abdominal aortic aneurysm. Endovascular treatment may offer a benefit,
especially in critically ill patients. (J Vasc Surg 2004;40:164-6.)CASE REPORT
A 47-year-old patient was admitted to the hospital with acute
abdominal and back pain. At clinical examination the patient
presented with signs of septicemia, including fever and massively
elevated white blood cell (WBC) and C-reactive protein (CRP)
levels, acute renal failure, and ketoacidosis. Except for the occur-
rence of insulin-dependent diabetes mellitus following a duode-
num-preserving resection of the pancreatic body and head a year
before as treatment for chronic pancreatitis (with compression of
the common bile duct and the duodenum), no major medical
problems were evident from the patient’s history.
The abdomen was distended and the examination was painful,
especially in the middle/lower left part of the abdomen. The
computed tomography (CT) scan showed an inflammatory retro-
peritoneal process of the para-aortic tissue with diffuse gas inclu-
sion. Furthermore, an increase in diameter of the abdominal aorta
and vessel wall inflammation was noted (Fig 1).
Antibiotic treatment (imipenem, metronidazole) was started
immediately. Salmonella enteritidis was detected in blood cultures
taken on the day of admission, which confirmed our diagnosis of
acute bacterial aortitis. In addition, a CT scan–guided needle
aspiration was performed. However, cultures of the aspirated ma-
terial did not show any bacterial growth, nor did microbiologic
screening of multiple stool samples show Salmonella species. At
this point, a presumptive diagnosis of mycotic aneurysm of the
aorta was made.
Systemic antibiotic treatment reduced the WBC and CRP
levels as markers of inflammation. However, severe back pain
persisted, requiring implantation of a peridural catheter for pain
control. Although regression of the retroperitoneal abscess was
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doi:10.1016/j.jvs.2004.02.046164observed on the control CT scan 4 days later, a further increase in
infrarenal aortic diameter was detected. Considering the risk of
spontaneous rupture, endovascular repair was performed by using
a customized straight Talent endovascular stent graft (Medtronic
AVE, Inc) via a transfemoral approach.
After endovascular repair, the back pain disappeared com-
pletely and the inflammatory parameters assessed (WBC, CRP)
returned to normal within 6 days. A postoperative CT scan 2 weeks
following endovascular repair showed correct graft placement. In
addition, the para-aortic gas disappeared and the inflammatory
process had become encapsulated. The patient was discharged on
hospital day 22 with continued antibiotic treatment with oral
ciprofloxacine.
Two weeks after discharge the patient was readmitted due to
back pain and fever. Further control CT scans (Fig 2) showed
progression of the retroperitoneal abscess. Under CT guidance the
retroperitoneal abscess was drained using two abscess drains (size
14G). When abscess drainage was sufficient, the drains were re-
moved, 1 and 3 weeks after their placement, respectively. No
further interventions were necessary in the follow-up period. The
patient felt well and showed no clinical signs of a systemic inflam-
matory process. After 6 months, the patient discontinued his
antibiotic treatment with Ciprofloxacine. A magnetic resonance
imaging performed 1 year later showed no further signs of retro-
peritoneal inflammation (Fig 3).
DISCUSSION
We report successful endovascular repair of a mycotic
abdominal aortic aneurysm. Bacterial infection of aortic
aneurysms is rare. A recently published retrospective study
in an adequate number of patients undergoing surgery for
aneurysmatic repair of the abdominal aorta showed that
infected aneurysms were only present in fewer than 1% of all
cases.1 Several bacteria species were shown to be involved in
the inflammatory process, the most commonly identified
organisms being Salmonella and Staphylococcus.2,3 In ex-
ceedingly rare cases, tuberculous aneurysms are found.4 As
a result of bacteremia, atheromatous lesions inside the
aneurysm may become infected, leading to necrosis of the
aortic wall and subsequent aneurysmal rupture.5 Typical
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and elevated WBC and CRP levels) and severe back and
abdominal pain.1
Improved diagnostic procedures, appropriate antibi-
otic treatment, and safe surgical techniques have reduced
the high mortality associated with bacterial aortitis.2,5,6
However, definite evidence-based conclusions with regard
to the surgical strategy cannot be drawn from the data
available in the published literature. Different surgical pro-
cedures for the repair of a mycotic aneurysm of the abdom-
inal aorta have been suggested. Prosthetic in situ recon-
structions and extra-anatomic bypass procedures, using
synthetic as well as cryopreserved arterial allografts, have
Fig 2. The patient was readmitted to the hospital due to back pain
and fever. Computed tomography scan showed the correctly
placed customized straight Talent endovascular stent graft
(Medtronic AVE, Inc) and a new abscess formation in the retro-
peritoneum.
Fig 1. The patient was admitted to the hospital with severe
abdominal and back pain and clinical signs of septicemia. A com-
puted tomography scan showed an inflammatory retroperitoneal
process of the para-aortic tissue with diffuse gas inclusion. The
vessel wall was inflamed and an increase in diameter of the abdom-
inal aorta could also be noted.been used successfully for aortic aneurysm repair.1,6,7 Local
antibiotic irrigation of the graft8 as well as continuation
with the antibiotic treatment have also been suggested to
prevent graft infection5 and may therefore be useful.
Experience with regard to endovascular treatment of
mycotic aneurysms is limited.9 Therefore, it is still uncer-
tain as to whether endovascular or in situ prosthetic repair
provides the best long-term results. Some experimental
evidence has suggested that infected endografts have a
worse prognosis than those implanted openly.10 The en-
doluminal position of the graft and its proximity to the
arterial wall do not appear to provide protection against
infection. Preliminary data of an international survey con-
ducted by Fiorani et al3 identified a 0.4% frequency of
endograft infection with an overall mortality of 27.4%.
Although surgical treatment of infected grafts was associ-
ated with a high operative mortality rate of 16.3%, surgery
rendered better results than conservative treatment (36.4%
mortality rate).
Despite these preliminary data, an endovascular ap-
proach in our patient seemed to be more reasonable and
less risky for bacterial spread and graft infection. In our
particular case, the prognosis of open in situ graft place-
ment (vascular prosthesis) appeared to be poor since the
control CT scan showed that the para-aortal inflammatory
process had not resolved completely and the vascular pros-
thesis would have had direct contact with the purulent
material. The successful treatment in our patient justifies
our decision. However a prospective, randomized clinical
trial would be required to allow an objective recommenda-
tion for how to treat mycotic aortic aneurysms.
Due to the sporadic occurrence of this disease, how-
ever, gaining enough data to conduct such a clinical trial
appears difficult. Thus, the surgeon is the one who must
choose between open and endovascular repair of a mycotic
aortic aneurysm. Nevertheless, endovascular treatment may
offer a benefit, especially in critically ill patients.
Fig 3. Following sufficient abscess drainage, the patient felt well
and showed no clinical signs of a systemic inflammatory process. A
magnetic resonance imaging performed 1 year later showed com-
pletely resolved retroperitoneal abscess.
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